E ndoscopic retrograde cholangiopancreatography (ERCP) is used widely in pancreaticobiliary diseases for diagnostic and therapeutic purposes. Deep cannulation of the biliary tree is paramount for the successful treatment of biliary tract disease. Difficult biliary cannulation occurs in approximately 8.2% to 49.5% of cases.
ndoscopic retrograde cholangiopancreatography (ERCP) is used widely in pancreaticobiliary diseases for diagnostic and therapeutic purposes. Deep cannulation of the biliary tree is paramount for the successful treatment of biliary tract disease. Difficult biliary cannulation occurs in approximately 8.2% to 49.5% of cases. 1 The commonly used double-guidewire technique has been noted in several studies to increase the biliary cannulation rate to 88%. 2 Placing a guidewire to occupy the pancreatic duct can assist in opening the papillary orifice, straighten the common channel, and facilitate selective biliary cannulation. A randomized controlled trial 1 further showed that the doubleguidewire technique provided a higher success rate of biliary cannulation and a shorter procedure time in comparison with precut sphincterotomy.
Pancreatic duct access can be onerous, particularly in cases in which pancreatic duct access is highly desirable. This letter describes a similar technique using a reverse sequence. Selective pancreatic duct (PD) cannulation is indicated for a myriad of disorders affecting the pancreas, such as idiopathic recurrent acute pancreatitis, chronic pancreatitis, pancreatic ductal injuries, fistula formation, and pancreatic cystic neoplasms. 3 In patients in whom PD cannulation may be difficult either because of stenosis, stones, or altered anatomy, the double-guidewire technique also may be used to facilitate quicker and atraumatic cannulation of the pancreatic duct, not only the common bile duct (CBD). 4 A guidewire loaded through a sphinctertome is used to cannulate the common bile duct. Once access is obtained and confirmed with selective contrast injection the sphincterotome is withdrawn, leaving the guidewire in the CBD. This wire will keep the papilla open and pull the septum superiorly, thereby straightening the pancreatic duct. The sphincterotome is re-introduced back, loaded with a second guidewire; access of the pancreatic system is obtained with minimal trauma to the pancreatic duct or the ampulla (Figure 1) .
We have used this technique successfully in other cases when the main pancreatic duct is the duct of intent, but selective cannulation of the pancreas is onerous. We recently treated a 38-year-old woman who had been hospitalized 3 times for recurrent bouts of acute pancreatitis. Gallstones, alcohol, medications, toxins, and trauma had been ruled out. A magnetic resonance cholangiopancreatography did not show any anatomic abnormalities. An ERCP was scheduled to evaluate for microlithiasis and pancreatography was scheduled to evaluate for stenosis or stones. During the procedure the CBD was cannulated repeatedly, however, the PD could not be cannulated. Sweeps of the CBD did not show microlithiasis. With deep cannulation of the CBD preformed the guidewire was left in the CBD and a second guidewire was used to cannulate the PD. A 5F Â 4-cm straight stent was deployed in the PD for suspected pancreatic stenosis. Double-guidewire cannulation can and should be used when cannulation is difficult because it may increase the cannulation success rate and decrease duct trauma and post-ERCP complications. 
